The authors examined whether continuing outpatient mental health care, the orientation of the treatment program (12-step, cognitivebehavioral, or eclectic), and involvement in self-help groups were linked to substance abuse patients' remission status two years after discharge. Methods: The data were from a cohort of 2,805 male patients who were treated through one of 15 Department of Veterans Affairs substance abuse programs. Remission was defined as abstinence from illicit drug use and abstinence from or nonproblem use of alcohol during the previous three months. The relationships of the three variables to remission were tested with regression models that controlled for baseline characteristics. Results: About a quarter of the study participants (28 percent) were in remission two years after discharge. Intake characteristics that predicted remission at two years included less severe substance use and psychiatric problems, lower expected disadvantages and costs of discontinuing substance use, and having abstinence as a treatment goal. No significant relationship emerged between treatment orientation and remission status two years later. Involvement in outpatient mental health care during the first follow-up year and participation in self-help groups during the last three months of that year were associated with a greater likelihood of remission at the two-year follow-up. Conclusions: The results extend previously published one-year outcome findings showing that cognitive-behavioral and 12-step treatment programs result in similar remission rates. Patients who enter intensive substance abuse treatment with polysubstance use, psychiatric symptoms, or significant emotional distress have more difficulty achieving remission. Routinely engaging patients in continuing outpatient care is likely to yield better outcomes. The duration of such care is probably more important than the number of sessions.
S
ubstance use disorders are notoriously difficult to treat, as evidenced by high relapse rates (1, 2) . Although there is empirical support for the short-term effectiveness of many treatment modalities (3) , sustained remission is difficult to achieve (4). Generalizable information about longer-term remission is scarce, because most trials of treatment efficacy have focused on shortterm outcomes after a course of experimentally controlled treatment among "ideal" patients with relatively homogeneous backgrounds. For example, the patients typically have no comorbid psychiatric diagnoses and are treated by staff who are freshly trained in a focused treatment regimen and monitored as they provide treatment. Findings from such studies do not necessarily generalize well to populations of ordinary patients in typical treatment programs.
To learn more about the course of substance use disorders among patients receiving routine treatment and about patient and treatment characteristics that may affect the course of the disorders, we focused on predictors of being in remission two years after an acute episode of intensive treatment for substance abuse. We addressed four questions. First, is the orientation of substance abuse treatment-12-step, cognitivebehavioral, or eclectic (mixed)-associated with remission after two years? Second, does continuing specialized outpatient mental health care or participation in self-help groups during the first year increase the likelihood of being in remission at two years? Third, are the effects of continuing care and involvement in self-help groups independent? And fourth, are such effects similar for patients who have a coexisting psychiatric disorder and those who do not?
Substance abuse treatment programs with 12-step and cognitive-behavioral orientations differ in their underlying principles, intervention techniques, and treatment goals. For example, 12-step programs stress the disease model of addiction, the fellowship of Alcoholics Anonymous, and the necessity of complete abstinence, whereas cognitive-behavioral programs stress change in maladaptive cognitions and development of more effective coping responses.
The relative merits of the two approaches have been debated for many years in terms of both their overall effectiveness and the types of patients for whom they are best suited (5,6). Studies comparing the two methods have been conducted only recently and have not shown consistent differences (7-13). Although clinical wisdom has long held that matching the type of treatment to patient characteristics will improve outcomes (14), a recent large, rigorous efficacy trial of 12-step facilitation and cognitive-behavioral treatment did not support many hypothesized effects of such matching (8-10).
The sample in this study comprised patients with substance use disorders who were treated in 12-step, cognitive-behavioral, and eclectic programs of the Department of Veterans Affairs (VA) under ordinary conditions of care. At a one-year follow-up assessment, there were no significant differences in remission by treatment orientation or by any of several tested interactions between treatment orientation and patient characteristics, including psychiatric comorbidity (12, 15, 16) .
Patients who participate in continuing specialized outpatient mental health treatment after being discharged from intensive treatment for substance abuse tend to have better long-term outcomes in both efficacy studies (17) and effectiveness studies (18-22), including the one-year follow-up of the sample used in this study (23). Continuing care seems to be equally effective regardless of the theoretical orientation of the initial treatment (24).
Several studies have shown that the overall period during which a patient is in specialized outpatient continuing care-or "extensity"-predicts outcome better than does the sheer number of sessions attended-or "intensity" (3, 20, 23) . In this study we examined the relationship of both the extensity and the intensity of continuing care during the first year after intensive treatment to remission status after two years. Furthermore, we investigated whether continuing care is especially important for patients who have comorbid psychiatric symptoms or psychiatric diagnoses.
Involvement in self-help groups after intensive treatment also can be effective in maintaining gains from an initial treatment episode (18, 19, 21, 23, 25, 26) . There is some evidence that 12-step self-help programs are more effective if the initial treatment has a 12-step orientation rather than a cognitive-behavioral one (26,27).
These studies have used outcome measures that were assessed at the same follow-up point at which continuing care or involvement in self-help groups were measured. By contrast, in this study we temporally separated these assessments. We examined whether the orientation of the treatment program, continuing outpatient care, and participation in self-help groups were linked to remission after two years among patients with substance use disorders.
Methods

Participants
All male inpatients in 15 VA substance abuse programs who were sufficiently detoxified were invited to participate in an evaluation of treatment effectiveness. Of the 3,698 patients in the intake sample, 92 died during the first year, and 3,018 (84 percent) completed the one-year follow-up. During the second year, 110 patients died and 2,805 (80 percent) completed the two-year follow-up, of whom 2,529 had provided data at the one-year follow-up. Data were collected between 1992 and 1997. For the group of 2,805, the mean±SD age at intake was 42.8±9.5 years, and the mean number of years of education was 12.7±1.8; 544 patients (19 percent) were currently married, 1,273 patients (45 percent) identified themselves as white, and 1,125 patients (40 percent) had received inpatient substance abuse treatment in the previous two years. Informed consent and institutional review board approval were obtained.
Measures
An intake information form and a follow-up information form were used at entry and follow-up, respectively, to obtain information on demographic characteristics, substance use and related variables, psychiatric symptoms, and psychosocial functioning. Diagnostic and treatment data for the twoyear follow-up period were compiled from nationwide VA databases.
Remission. Consistent with the definition used in a previous study (15), remission was defined as abstinence from illicit drug use and either abstinence from or nonproblem use of alcohol. To be categorized as being in remission, a patient had to have abstained from all 13 drugs investigated, to have had no problems related to drug or alcohol abuse, and to have consumed no more than three ounces of alcohol on the day of the highest alcohol consumption in the previous three months. Some patients did not have alcohol use disorders, and, given that alcohol is a legal substance, we allowed for a limited amount of alcohol use, as long as it was not associated with any problems related to substance use. Freedom from problems related to substance use was reflected by a response of "never" to each of 15 problems in the areas of health, work, legal situation, and finances.
Patient characteristics at intake. The covariates listed in Table 1 were chosen because they have been used as covariates in previous studies and because a body of literature suggests that they are predictors of remission in their own right. They include age, number of years of education, marital status, motivation as assessed at intake with items from the determination and action subscales of the Stages of Change Readiness and Treatment Eagerness Scale (28), and whether the patient had received inpatient substance abuse treatment in the previous year, measured as a binary variable. The severity of substance use at intake was assessed by the frequency of alcohol and drug use (total days of use per month during the previous three months) (15, 29) , the number of substances used, and problems related to substance abuse, as assessed by 15 items about health, work, legal problems, and financial problems (15).
The severity of psychiatric symptoms at intake was assessed with 22 items from the depression, anxiety, paranoid ideation, and psychotic symptom subscales of the Brief Symptom Inventory (BSI) (30). Possible scores on the BSI range from 0 to 88, with higher scores indicating more severe symptoms. In addition, the presence or absence of an ICD-9 psychiatric diagnosis at intake-other than substance abuse or dependence-was determined from the nationwide VA Patient Treatment File, which includes diagnoses provided by VA clinicians. Cognitions related to substance abuse treatment outcomes (31-47) included expectancies about the consequences of continued substance use and of discontinuing substance use, assessed by the Outcomes Expectancies Scale (41); level of religious belief, rated on a scale from 1 to 5, with higher scores indicating higher levels of belief; abstinence as a treatment goal, measured as a dichotomous variable; confidence in being abstinent one year later, rated on a scale of 1 to 10, with higher scores indicating greater confidence; and endorsement of an alcoholic or addict identity, rated on a scale of 1 to 5, with higher scores indicating stronger endorsement.
Index treatment orientation. The 15 treatment programs were judged to have a 12-step, cognitivebehavioral, or eclectic treatment orientation on the basis of interviews with program directors about treatment activities as well as program directors' and staff members' responses to the Drug and Alcohol Program Treatment Inventory (48). There were five programs in each treatment orientation category.
Continuing care. Using the nationwide VA Outpatient Clinic File, we identified all psychiatric or substance abuse outpatient visits by the study participants during the first year. To temper the skewed distribution, we divided the number of visits into quintiles roughly corresponding to no treatment and quarterly, monthly, biweekly, and weekly treatments (zero, one to four, five to12, 13 to 24, and 25 or more visits per year). The overall duration of treatment was indexed by the total number of months (zero to 12) during the first follow-up year in which the patient had at least two outpatient visits. A self-report item from the one-year follow-up information form inquired about the level of attendance at self-help meetings (zero meetings, one to nine meetings, ten to 19 meetings, 20 to 29 meetings, and 30 or more meetings in the previous three months).
Analyses
Using bivariate logistic regression models with a significance threshold of .05, we identified baseline patient characteristics related to both remission status and treatment type as potential covariates. These characteristics are also included in Table 1 . All subsequent analyses used an alpha of less than .01 to reduce the likelihood of type I error. The effects of treatment orientation and continuing care on remission were tested with hierarchical logistic regression.
Results
A total of 772 of the 2,805 patients (28 percent) were in remission at the twoyear follow-up. Of the 2,521 who provided sufficient data at both time points, 1,547 (61 percent) were not in remission at either follow-up point, 363 (14 percent) were in remission at both points, and the remaining 611 (24 percent) were in remission at one of the two follow-up points. The odds of being in remission at two years were almost six times as high among patients who were already in remission at one year (odds ratio=5.6, 95 percent confidence interval=4.63 to 6.87, p<.001).
After screening patient characteristics to identify relationships with both treatment orientation and two-year remission, we included the following intake variables, listed in abuse, psychiatric diagnosis, expected costs of discontinuing substance use, abstinence as a treatment goal, and confidence in being abstinent one year later. For the sake of consistency, covariates used in previous work (16) were also included-age, education, marital status, motivation, and inpatient substance abuse treatment during the previous two years. Psychiatric symptoms and positive expectancies of substance use at intake were predictive of not being in remission at the two-year follow-up but were independent of treatment type (Table 1) .
After adjustment for the 12 covariates, 12-step treatment orientation was not significantly predictive of remission status compared with cognitive-behavioral or an eclectic treatment orientation. Similarly, no significant difference in remission rates was observed between patients who received cognitive-behavioral treatment and those who attended 12-step programs.
Next, we focused on whether continuing outpatient mental health care during the first follow-up year predicted remission at the second-year follow-up when the effects of covariates and index treatment orientation were controlled for ( Table 2 ). The number of months during which a patient had at least two outpatient mental health visits in the first year significantly predicted remission status at two years (OR=1.07 per month, p<.01). Cross-tabulating the number of months of treatment (zero to 12) by remission status, we found that more than half of the patients who had received 12 months of outpatient treatment were in remission (48 of 91 patients, or 53 percent), compared with about a quarter (21 to 29 percent) who had received no more than four months of treatment, and about a third (27 to 41 percent) who had received five to 11 months of treatment (χ 2 =49.1, df=12, p<.001). Patients who had received more sessions of outpatient care during the first follow-up year also had a better odds of remission (OR=1.15 per frequency category, controlling for covariates and treatment type). About a third of patients who had had at least 25 sessions were in remission at the end of the second year, compared with 26 percent of those who had had
Attendance at self-help meetings during the last three months of the first year was also related to remission status at the end of the second year (OR=1.22 per ten self-help visits, 95 percent CI=1.15 to 1.29, p<.01), with covariates and treatment type controlled for. About 42 percent of the patients who had attended more than 30 meetings achieved remission, compared with about a quarter of those who had attended fewer meetings.
In an omnibus model that included all three continuing care variables, covariates, and treatment type, the duration of outpatient care (OR=1.11 per month, 99 percent CI=1.03 to 1.18, p<.001) and self-help attendance (OR=1.25 per ten meetings, CI= 1.16 to 1.36, p<.001) remained significant predictors of remission, but the actual number of outpatient treatment sessions was not a significant predictor.
To sharpen the comparison, we limited our interaction analyses to patients who participated in cognitivebehavioral or 12-step programs. Contrary to our prediction, the interactions between treatment orientation and both psychiatric symptoms and diagnosis were not significant when covariates were controlled for. Also contrary to prediction, continuing care was about equally helpful for patients at all levels of baseline severity, whether continuing care was operationalized as duration, number of sessions, or attendance at self-help meetings and whether severity was operationalized as psychiatric symptoms, psychiatric diagnosis, inpatient treatment in the previous year, or problems related to substance abuse. Similarly, attendance at self-help meetings had about the same relationship to remission whether the index treatment had a 12-step or a cognitive-behavioral orientation.
Discussion
Twenty-eight percent of the participants in this study were in remission at the two-year follow-up, compared with 25 percent at the one-year follow-up. Of those who were in remission at one year, 57 percent were also in remission at two years; of those who were not in remission at one year, 19 percent were in remission at two years. It is difficult to compare remission rates across studies, because many studies have focused on abstinence rather than remission, and the follow-up period and the required duration of remission of symptoms vary widely among studies. However, it is clear from these and previous findings that substance abuse is a chronic relapsing condition and that many patients, even some of those who are receiving continuing care, do not achieve stable remission during the first two years after intensive treatment. Only about 50 percent of the patients in this study who had received a full 12 months of outpatient care during the first posttreatment year were in remission at the end of the second year. Similarly, only about 40 percent of patients with the highest level of participation in self-help groups during the last three months of the first year were in remission at the two-year follow-up.
Consistent with the one-year data (15) and with the results of Project MATCH (8-10), there was no significant effect of treatment orientation on second-year remission status after covariates were controlled for. The results were similar for patients who had comorbid psychiatric symptoms or disorders and those who did not. At the one-year follow-up, patients who had participated in 12-step treatment had a slight advantage in terms of abstinence, but no effect of treatment orientation on remission was noted (15). It is unlikely that these results are attributable to differences between sites, because the sites were carefully selected for equivalence on other dimensions, such as treatment intensity (15).
Continuing care, operationalized in terms of both additional outpatient mental health visits and self-help sessions during the first year, was predictive of remission at two years. This finding is consistent with the results of previous analyses of one-year outcomes among patients receiving outpatient care (18,23) or participating in self-help programs (18,26). Alternative explanations for this relationship, such as the possibility that the most compliant or resilient patients were more likely both to attend sessions and to achieve remission, await further exploration. However, we did control for motivation at intake.
The overall duration of additional outpatient care was more predictive of remission than the total number of sessions. This finding suggests that having somewhat less frequent contacts over a longer period could improve outcomes without requiring more staff time. Further research into the nature of this duration-response relationship is needed to determine whether there is an optimal period of care and whether outcomes improve as care increases or only up to a threshold. For this chronic, relapsing disorder, remission tends to be unstable, so the availability of sustained-but not necessarily intensive-therapeutic support is important at each stage of achieving, maintaining, and reestablishing remission.
Overall, patients who had more severe difficulties at intake were less likely to be in remission two years after treatment, particularly if they used multiple substances or had psychiatric problems. Our finding of a greater likelihood of nonremission at two years among patients with comorbid psychiatric conditions contrasts with the one-year findings (16), which showed similar substance abuse outcomes for patients who did and those who did not have psychiatric diagnoses. The longer follow-up period in this study may have provided additional time for the negative effects of psychiatric disorders to unfold.
Patients with dual diagnoses were less likely to achieve remission than patients who received the same level of care but who had only a substance use disorder, even though continuing care was associated with similar increases in their likelihood of remission. It remains an open question whether longer duration, greater intensity, more precisely targeted continuing care, or all of these would improve remission outcomes in this vulnerable patient group.
Although 12-step-oriented treatment is designed partly to facilitate the effectiveness of self-help groups and was found to do so at the oneyear follow-up in our cohort (26), we found that self-help attendance was no less predictive of remission among patients who had participated in cognitive-behavioral programs than among patients who had received 12-step-oriented treatment. The previous analyses (26) differed from this one in that they indexed self-help involvement rather than attendance, assessed self-help contemporaneously with outcomes, and did not include remission as an outcome.
Future studies might investigate other treatment outcomes, such as reduced symptoms and improved functioning. The remission variable that we used provides a rough categorization of long-term outcomes. As VA patients, the participants in this study had a particular range of demographic characteristics. Studies of women and of community-based samples are needed to determine the degree to which the pattern of findings from this study is generalizable to other populations. Nevertheless, the sample is a strength of this study in that it was more heterogeneous than the 
Conclusions
Participation in cognitive-behavioral, 12-step, or eclectic treatment did not differentially predict remission status two years after discharge from intensive treatment for substance abuse. Patients who entered substance abuse treatment with polysubstance use or a comorbid psychiatric condition had more difficulty achieving long-term remission. Our findings suggest that patients in treatment programs that routinely engage patients in continuing outpatient care are likely to have better outcomes and that the overall duration of care is more important than the number of sessions. Involvement in self-help groups after intensive treatment also can improve outcomes.
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